Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Comfort Care Home, L.L.C. CHAPTER 100.1 [N J | /
ms, =inasy )(/4700 €on
Address: Inspection Date: July 2, 2019 Annual
1543 Haloa Drive, Honolulu, Hawaii, 96818
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THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE. P
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RULES (CRITERIA) PLAN OF CORRECTION Completion
P
Date
§11-100.1-17 Records and reports. (a)(1) PART 1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY?
licensee or primary care giver for the department’s review: USE SS o
THIS SPACE TO TELL US HOW YOU
Documentation of primary care giver's assessment of CORRECTED THE DEFICIENCY
resident upon admission;
FINDINGS ! . P ,
Resident #1 — Admission assessment required Resident or KC st W #/ /4& My S5Lem /4 2t 7~
Resident’s representative’s signature. §h o /W,W_é/q[ af Oy Qan o Y, /7-0 A
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(1) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE

Documentation of primary care giver's assessment of PLAN: WHAT WILL YOU DO TO ENSURE THAT
resident upon admission; IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1 — Admission assessment required Resident or - Wt ol d & (% e e // ) IT
Resident’s representative’s signature. €02 V,é? - s~
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f)(4) PART 1
General rules regarding records:
All records shall be complete, accurate, current, and readily DID YOU CORRECT THE DEFICIENCY?
available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 — Emergency information sheet not updated _— : , , ] ‘ ;
with current information and medications. fesidens 2/ Fay erg ooy nfIrrafla
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f)(4) PART 2
General rules regarding records:
All records shall be complete, accurate, current, and readily FUTURE PLAN

available for review by the department or responsible
placement agency.

FINDINGS

Resident #1 — Emergency information sheet not updated
with current information and medications.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: _Q/V\/ e [P

Print Name: JyA° —2/< 12/F~
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